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Nepalese Critical Care Nurses’ Competency 
Towards Pressure Ulcer Prevention  
Abstract - Objectives: To examine the level of Nepalese critical 
care nurses’ competency including knowledge, attitude, and 
practice towards PU prevention.  
Methods: Data were collected from 98 eligible nurses working 
in intensive care unit/critical care unit (ICU/CCU) of three 
hospitals in Nepal from February to April 2017, using Nurses’ 
Competency Towards Pressure Ulcer (PU) Prevention 
Questionnaire. Data were analyzed using descriptive statistics.  
Results: The level of nurses’ competency was categorized into 5 
levels. The Nepalese critical care nurses’ competency towards 
PU prevention was at a low level.  The knowledge and attitude 
of Nepalese critical nurses’ towards PU prevention were at a 
low and moderate level, respectively. While the practice of 
Nepalese critical care nurses was at a very low level. 
Conclusion: Nursing competence is an integral part of positive 
health outcomes of patients. The low level of competence 
towards PU prevention among Nepalese critical care nurse, 
therefore, raises the nation concern to increase their 
competency in order to increase the quality of PU prevention.  
Keywords- critical care; nurses’ competency; pressure ulcer 
I. INTRODUCTION
A. Background and Significance of the problem
Pressure ulcer (PU) is a major health-related problem
causing mortality among hospitalized patients, worldwide 
(1). Additionally, PU becomes one of the devastating and 
common conditions among critically ill patients (2, 3) with 
the higher incidence and prevalence of PU from a number 
of hospitals across the world such as Jordan (4), Turkey 
(5), Brazil (6), and Greece (2). In Nepal, 66% of intensive 
care units (ICUs) patients developed PU (7). Critically ill 
patients in all age group are in an inextricable condition to 
develop PU (8) due to ventilated, immobilized, and sedated 
(1, 8). PU results in a financial burden for patients, family 
members, and healthcare settings (1). In addition, PU 
causes pain, distress, psychological problem, delay 
recovery, increase the length of hospital stay, and increase 
the hospital care cost (8, 9). Thus, PU could reflect a 
quality of care. Though PU prevention is a responsibility of 
the multidisciplinary team, nurses play a major role (10). 
Here, in order to achieve quality PU prevention, a 
competent nurse is required (8). According to the AACN 
(11, 23), nurses’ competency in critical care arena includes 
the nurses’ knowledge, attitude, and practice in order to 
meet the patients and families’ needs, for positive patient’s 
outcome. Hence, the whole component of competence of 
critical care nurse is crucial to prevent the development of 
PU in ICU settings (2, 4, 5, & 6).  
Currently, there is still a lack of published evidence 
exploring the nurses’ competency towards the PU 
prevention in critically ill patients, in particular for all 
components, including in the critical care context of Nepal 
(12, 13, 14). The major purpose of this study was therefore 
to examine the level of Nepalese critical care nurses’ 
competency towards the prevention of PUs. 
B. Conceptual Framework of the Study
The AACN critical care nurse competency (11) and PU
prevention guideline were mainly used to underpin this 
study (8). According to the AACN (11), nurses’ competency 
is an integral component of knowledge, attitude, and 
practice in their clinical practice required to fulfill the needs 
of patients and their families. Here, critical care nurses’ 
competency towards PU prevention includes the integration 
of nurses’ knowledge, attitude, and practice towards 1) risk 
factors of PU development, 2) risk assessment of PU 
development, 3) skin care, 4) nutrition to prevent PUs, 
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5) reducing the amount of pressure and shearing forces, and 





A descriptive cross-sectional research design was used to 
examine the level of  Nepalese critical care nurses’ 
competency towards PU prevention.  
B. Participants 
The participants were the nurses from the critical care of 
top three major hospitals in Kathmandu, Nepal. The 
inclusion criteria were: 1) currently works as a registered 
nurse in ICU/CCU, 2) holds an education level of at least a 
three-year diploma nursing course, 3) has more than or at 
least one year of work experience, and 4) willing to 
participate in this study. The sample size was calculated 
from the effect size of .28 derived from a previous study 
(15). Using the effect size (r) of .30 with the significant 
criterion of (α) .05 and the power of .80, the sample size 
was 85 (16). In order to increase the power of the study, 
since the total number of nurses working in ICU/CCU in the 
hospital settings was 137, 98 eligible nurses who met the 
inclusion criteria and who were willing to participate in this 
study were included (16).  
 
C. Research Instruments  
The research instruments consisted of demographics and 
characteristics questionnaire and a self-report nurses’ 
competency (knowledge, attitude, and practice) towards PU 
prevention questionnaire developed by the researcher based 
on the updated guidelines developed by the National 
Pressure Ulcer Advisory Panel and groups (8). The Scale 
Content Validity Index (S-CVI) of the questionnaire was 
assessed by the three experts in the area of wound care and 
critical care nursing. All questionnaire of S-CVI was 1.0. 
The Kuder-Richardson (KR-20) coefficient was used to 
determine the internal consistency reliability of knowledge 
questionnaire and yielded .70. The Cronbach’s alpha 
coefficient was used to determine the internal consistency 
reliability of attitude and practice questionnaire and yielded 
.70 and .73 respectively.   
The tool measures 6 domains of knowledge, attitude, and 
practice on PU prevention: 1) risk factors of PU 
development, 2) risk assessment of PU development, 3) skin 
care, 4) nutrition to prevent PUs, 5) reducing the amount of 
pressure and shearing forces, and 6) education for staff 
personnel. The nurses’ knowledge on PU prevention 
questionnaire consists of 20 multiple choice questions with 
correct and incorrect answers. The score 1 indicates a 
correct answer and 0 for an incorrect answer. The nurses’ 
attitude on PU prevention questionnaire consists of 20 items 
rated on a five-point Likert scale with the values: 1 = 
strongly disagree, 2 = disagree, 3 = neither agree nor 
disagree, 4 = agree, and 5 = strongly agree (16). The 
possible total score ranges from 20 to 100. The scores of 
negative responses were reversed. Similarly, the nurses’ 
practice on PU prevention questionnaire comprises of 20 
items with a 3-point numerical rating scale. The score 
ranges from 1 to 3; 1 = never, 2 = sometimes, and 3 = 
always (17). The possible score ranges from 20 to 60. The 
higher score indicates a higher level of knowledge, attitude, 
and practice towards PU prevention in critically ill patients. 
The scores were transformed into a percentage to 
measure the same category since the number of items in 
each component of nurses’ competency towards PU 
prevention questionnaire are not equal, the level of each 
component was categorized into five levels (18).  
Level of knowledge/Attitude/                Total percentage (%) 
Practice score  
Very low           <60.00 
Low            60.00-69.99 
Moderate           70.00-79.99 
High            80.00-89.99 
Very high           >90.00 
Finally, the nurses’ competency towards PU prevention 
was measured by the sum of the percentage scores of 
knowledge, attitude, and practices and was further divided 
by three. The level of nurses’ competency towards PU 
prevention was categorized into five levels, similar to the 
level of knowledge, attitude, and practice.  
 
D. Ethical Considerations 
The study was approved by the Institutional Research 
Board (IRB) of the Faculty of Nursing, Prince of Songkla 
University, Thailand, National Health Research Council 
(NHRC), Nepal, and three hospital settings. Informed 
consent was obtained from all critical care nurse 
participants. The anonymity of the participants was 
maintained by using the coding system. 
 
E. Data Analysis  
Descriptive statistics were used to analyze the 
demographic and characteristics data and the level of 
competency. The level of competency was categorized and 




A. Participants’ Demographics and Characteristics  
The majority of the participants (81.60%) were 21 to 30 
years of age with the mean age of 28.7 years old (SD = 
6.72). The majority (93.90%) of participants was Hindu, 
married (66.30%), and had no children (64.30%). Around 
two-thirds (68.40%) of the participants hold the 
baccalaureate degree. A small number of the participants 
(6.10%) had attended PU-related training. 34% and 23% of 
the participants had work experience in hospitals of one to 
three and three to six years, respectively. The majority of 
the participants (79.60%) had work experience in ICU of 
one to three years. The three topmost work experiences of 
clinical settings in ICU were surgical ICU (19.40%), 
pediatric ICU (16.30%), and neurosurgical ICU (14.30%) as 
shown in Table I. 
 
Table I. PARTICIPANTS’ DEMOGRAPHICS AND 
CHARACTERISTICS (N = 98) 
Characteristics n % 
Age (years) (M = 28.7, SD = 6.72,               
Min-Max = 21-58) 
  
21 – 30 80 81.60 
31 – 40 12 12.20 
41 – 50 2 2.00 
51 – 60 4 4.10 
Religion   
Hindu 92 93.90 
Buddhist 5 5.10 
Christian 1 1.00 
Marital status   
Married 65 66.30 
Single  33 33.70 
Children   
Yes  35 35.70 
No  63 64.30 
Age of children (years)   
0 – 3 16 45.70 
3 – 5 11 31.40 
5 – 8 1 2.90 
> 8 7 20.00 
Educational level   
Diploma of Nursing 31 31.60 
Bachelor of Nursing 67 68.40 
Attending PU-related training    
Yes 6 6.10 
No 92 93.90 
Type of clinical setting   
Surgical ICU    19 19.40 
Pediatric ICU    16 16.30 
Neurosurgical ICU   14 14.30 
Old ICU    12 12.20 
Critical care unit      9 9.20 
New ICU      9 9.20 
Medical ICU       5 5.10 
Trauma ICU       8 8.20 
Cardio-thoracic vascular surgery 
ICU  
 
     6 
 
6.10 
Working experience (years)   
1 - 3     34 35.80 
3 - 6    23 24.20 
6 - 9    26 27.40 
9 -12      6 6.30 
>12     6 6.30 
Time working in intensive care unit 
(years) 
  
1 - 3    78 79.60 
3 - 6    11 11.20 
6 – 9    6 6.10 
>12    3 3.10 
(M = 2.80, SD = 3.31, Min-Max = 1-22) 
B. Level of Nurses’ Competency Towards PU Prevention 
The overall competency of critical care nurse 
participants’ towards PU prevention was at a low level               
(M = 63.28, SD = 6.59). With regard to critical care nurses’ 
competency in each component, the knowledge of critical 
care nurse participants towards PU prevention was also at a 
low level (M = 65.66, SD = 11.20). The attitude of critical 
care nurse participants’ towards PU prevention was at a 
moderate level (M = 77.74, SD = 10.57). However, the PU 
prevention practices of critical care nurse participants was at 
a very low level with a mean of 46.45 (SD = 7.08). Table II 
illustrates the level of overall competency and competency 
in each component. 
 
Table II. CRITICAL CARE NURSES’ COMPETENCY 
TOWARDS PU PREVENTION (N = 98) 









Knowledge  65.66 11.20 Low  
Attitude  77.74 10.57 Moderate  
Practice  46.45 7.08 Very low  
 
IV. DISCUSSION 
In this study, the overall competency of Nepalese critical 
care nurse participants towards PU prevention was at a low 
level. Accordingly, the level of knowledge and the level of 
practice of the Nepalese critical care nurse participants were 
at a low and very low level, respectively. While the level of 
attitude of the Nepalese critical care nurse participants 
towards PU prevention was at a moderate level. This is 
congruence with the previous studies which were conducted 
among either general or critically ill patients and revealed a 
low level of practice on PU prevention (19, 14, 19, 21). 
According to Curley (22), the competencies of a nurse 
reflect an integration of knowledge, attitudes, skills, and 
experience which are required to meet the patient’s need and 
achieve optimum health outcomes. Accordingly, a previous 
study revealed that a low level of knowledge on PU 
prevention contributed to inadequate PU preventive 
practices (21). Here, inadequate competency could lead to 
poor patients’ outcomes with no exception to PU prevention 
allocated by critical care nurses.  
Nurses develop their abilities, knowledge, attitude, and 
skills in an ongoing process and succeed from basic 
competencies of novices to be expert practitioners (23, 22).  
According to the AACN (24), clinical experiences become 
one of the vital factors contributing to nurses’ competency. 
Previous studies revealed the relationship between working 
experience and nurse competency (14, 24, 20). In this study, 
the majority of the Nepalese critical care nurse participants 
had clinical experience within a three year period. Similarly, 
a study conducted by Dilie and Mengistu (26) showed less 
clinical experiences among nurses in Ethiopia.  
The career ladder, according to Benner's model of skill 
acquisition, shows that skilled performance was based upon 
experience as well as education. Expert nurses develop 
skills and understanding of patient care over time through a 
sound educational-based as well as a multitude of 
experience (27). A competent nurse has the ability to apply 
his/her acquired knowledge constructed from either 
previous experience or education, into clinical practice to 
meet the patients’ demand (27). The extension of practical 
knowledge could be developed through clinical experiences 
(27). Different levels of clinical experiences, therefore, 
affect different skilled performances. The AACN 
Certification Corporation (23) developed the synergy model 
to categorize a nurses’ competency into three levels. The 
majority of Nepalese critical care nurse participants in this 
study, according to competencies of nurses in the synergy 
model, could be categorized as level 1 which is still working 
by following the rules or routine tasks and coaching or 
supervision is still needed. Here, clinical experience may be 
the determinant of the low level of Nepalese critical care 
nurse participants’ competency towards PU prevention, in 
this study.  
The level and proficiency of clinical nursing skills, as 
well as competency, develop along a trajectory. Expertise in 
nursing is influenced by relevant experience as well as 
associated factors, such as educational opportunities (28). 
An official training, such as the analysis of policies and 
procedures and the presence of educational programs also 
become one of the significant resources enhancing nurses’ 
competency (29). Previous studies conducted in Nigeria and 
Ethiopia revealed the relationship between less participation 
in PU training and low competency in PU prevention 
practices (14, 21). The low number of participants who 
attended PU-related training aligned with the low level of 
overall competency of Nepalese critical care nurse 
participants towards PU prevention, in this study could also 
be supported by this evidence. 
Continuing Nursing Education is a paramount importance 
for the knowledge and skills development of nurse 
practitioners to acquire knowledge, skills, and attitudes 
contributing to quality nursing practice (30). Previous 
studies also supported that formal training contributed to 
nurses’ levels of knowledge and competency (14, 25, 21). 
The PU-related training provides a high possibility to update 
information regarding PU prevention (14). As mentioned 
above, most of the Nepalese critical care nurse participants 
in this study rarely attended PU-related training. Here, lack 
of attending PU-related training could be one of the major 
reasons impeding the competence of Nepalese critical care 
nurse participants toward PU prevention in this study. 
Nowadays, the capacity enhancement of practitioners of 
nursing in Nepal is allocated in terms of in-service training, 
however; there is insufficient Center for Continuing Nursing 
Education (CCNE) (31). Generally, a three-month short 
training course has been allocated for ICU nurses by the 
Nursing In-Service Education Unit at Tribhuvan University 
Teaching Hospital, Maharajgunj, in Kathmandu, Nepal (32).  
The in-service training in the Nepalese critical care 
setting is mainly focused on caring for patients with critical 
conditions such as nursing patients with mechanical 
ventilation, the management of shock patients, advanced 
cardiac life support, high alert drugs administration, and 
infection prevention (33) but not included a workshop or 
training relating to PU prevention for critical care nurses. 
For this reason, the number of critical care nurse 
participants who attended PU-related training is still rare 
which further affects their competency towards PU 
prevention. Consequently, the low level of overall 
competency and knowledge, including a very low level of 
practices toward PU prevention were evidenced in Nepalese 
critical care nurse participants in this study. 
The absence of PU prevention guidelines in the Nepalese 
critical care setting might become another reason 
underpinning the low level of Nepalese critical care nurse 
participants’ competency. Currently, day-to-day nursing 
practices regarding PU prevention in Nepalese critical care 
settings include repositioning a patient every two hours, 
using PU preventive devices, and assess the major sites of 
PU development and stages of PU (34, 35). According to 
NPUAP and groups (8), PU prevention practices consist of a 
risk assessment of PU development, skin care, nutritional 
management to maintain skin integrity, reducing the amount 
of pressure and shear, and education for staff personnel. In 
comparison, the current PU prevention practices in Nepalese 
critical care setting may not align with the best currently 
available evidence as proposed by NPUAP (8).  The lack of 
PU prevention guidelines utilization in Nepalese critical 
care settings could, therefore, have impeded the competency 
of Nepalese critical care nurse participants in this study.   
Insufficient clinical experience and lack of PU prevention 
training also affected the level of attitude (36). A study 
conducted by Aslan and Giersbergen (37) to examine the 
attitude of nurses regarding PU prevention in Turkey 
revealed significant differences between nurses who 
attended and those who did not attend PU prevention 
training. Nurses who attended PU prevention training 
significantly reported higher PU prevention attitudes than 
those who did not attend PU prevention training (37).  
In addition, less clinical experience and lack of PU 
prevention training of Nepalese critical care nurse 
participants in this study, therefore, could result in a 
moderate level of attitude towards PU prevention of 
participants. Unsatisfactory attitudes towards PU prevention 
further impede nurses’ practice on PU prevention (38). 
Previous studies revealed nurses’ attitude towards PU 
prevention could attribute to nurses’ practice or performance 
(12, 39, 40). Accordingly, Nepalese critical care nurse 
participants in this study had a moderate level of attitude 
with a very low level of practices towards PU prevention. 
Under the critical care setting, prioritized care is given to 
seriously ill and unstable patients to manage life-threatening 
situations, with no exception to the Nepalese critical care 
context (32). Even though PU prevention practices such as 
regular repositioning and off-loading of heels or early 
mobilization (8) are simple low-tech methods, a variety and 
inconsistency of practices were evidenced in the Nepalese 
critical care context based on the decision of the attending 
staff. 
The organizational context of nursing care plays a crucial 
role in nurses’ decision on their practice (41, 40). 
Organizational culture controls the way members make 
decisions, the way they interpret and manage the 
environment of the organization, the way they use available 
information, and the way they act (42). Here, the 
organizational culture of PU prevention practice in a 
particular context should be considered as one of the vital 
factors underpinning a very low level of critical care nurses’ 
practice towards PU prevention.  
Furthermore, the values in an organizational culture are 
important shapers of members’ behavior. An organizational 
culture is also one of the potential barriers to the 
implementation of evidence-based practice (43). From these 
reasons, the organizational culture of PU prevention 
practices in a particular Nepalese context could be another 
vital reason underpinning the low level of Nepalese critical 
care nurse participants’ competency towards PU prevention.  
 
V. CONCLUSION AND RECOMMENDATIONS 
 
The overall Nepalese critical care nurses’ competency 
towards PU prevention was at a low level. The study result 
of the very low level of practices of Nepalese critical care 
nurse participants towards PU prevention in this study raises 
an awareness and concern of the quality of the current PU 
prevention practices and management. The study findings 
and the discussions also suggest strategies to improve the 
quality of PU prevention practices among Nepalese critical 
care nurse practitioners. These include attending PU-related 
formal training and education, utilizing of PU prevention 
guideline, as well as changing the day-to-day PU prevention 
practice to adhere to the latest updated guideline.  
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